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ABSTRACT - 

/This paper discusses attitudes that may come into 
play when a parent enters the treatment picture with a disturbed 
student. The attitudes b£ therapists toward f>arents, including - 
sources of bias, and reasbiis for controlling it , are presented . The 
attitudes b£ parents toward their emotionally disturbed^child, toward 
treattnent, and toward therapists are discussed, along with mm . 
of guestibhs newly informed parents may have for the therapist . The 
student's attitudes toward the paijeirt-therapist commUhicatibhs are 
discussed, focusing on issues of loyalty and the nature of the 
interactibns. Both confidentiality and parental control^ are discussed 
as important considerations in developing the therapeutic ^ all^i^ance 
between therapist , and parent. Two examples of this communication 
alliance are presented: the first example is a crisis situation, in 
whicli the student requires hospitall2ati|pn . Treatment issues and 
management strategies are discussed, including the purpose of the 
first contact; when, and whom to contact; cbmmufiication exchanges; 
and special concerns^ e.g. , decisibh making^ second opinions^ drugs , 

and diagnosis. The second example presented involves a noncrisis 

situation. Trfatment issues and management strategies are discussed, 
including arranging fgr treatment ^ and parental involvement after 
treatment is in prb^ress^ (BL) 
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Abstract ' : 

Communicating with the parents of emotionalTy disturbed university 
students is a relatively infrequent ,but consistent and significant activity 

of students' tfterapists^Therapist, parent, and stud^tft attitudes about ^- 

_i _^ • - - ^ - 

such communications are discussed. Examples are given of crisis and nbh-^ 

v: crisis si tuations leading to parent-therapist cbmmunicatibns and suggestions^; 

are made for the management of each situation outlined. In all such encounters, 

the therapist's guiding bbjective is to forge with the parents. <in alliance 

designed to promote the growth and development of the student. 
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Gommdri lea ting with the parents emotionally ^distdrbed dni^ersity 

sts, 
tweeri 



students is a relatively infrequent activity of students' therapi 
but when such ebntnuriieatnbri occurs, the relationship engendered b 
parents arid therapist becomes critically impprtarit to the treatment of 
the studerit. My purpose isftwofold: 1) to discuss some attitudes| that 
may come irito play arid be iriflyeritial wheri a parerit eriters the treatment 
picture with a disturbed studerit, and 2) to discuss some specific situations 

in which parerits arid' therapist encouriter brie ariother arid possible concerns 

^ i» __ 

and r^sporises of both. The preseritation df mariag^merit alternatives will 
be omitted and the observatioris, are made presupposing a settirig ^ which 



parents are encountered usually without prior relationship with tHe 

\ ___ 

therapist and usua^^ly due to circumst^ri^es of terisi\bri:r-©r crisis iri which 
contact with theiThiwtll be brief and at most sporadic. In any event, wh^ri 
encoonteV^tng parents the therapist's guiding objective is to form ah 
alliance designed to promote the growth arid development bf-ttre student. 



biterature Review 



The literature is sparse. ^ Blaine and McArthur^ recburit sbme bf the 

issues that must be dealt with when contactirig parerits iri emergency 

f _ 
situations where hospitalization of a student is necessary. They advocate 

parental consultation arid approval prior tb hospital izatibri. This is ildt 

'_ p ^ . _ _ _ 

always practical. Trossman delineated varibus situatibris iri which a 

mental health service and parents came "in contact. The majbrity bf 
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students coming to his service lived at home. He described the students' 
pj^bblertis with parents from a developmental frame of reference and differ- 
entiated conflicts which required norparental involvement with students' 
treatment from those which Indicated a few sessions with parents or a 
recommendatidn f'or family treatment. The emphasis was on family dynamics^ 
rather than management problems per se, and the. parental ambience was 
presumed to bl pathogenic. There are scattered comments elsewhere relevant 
to parent partipipation 1n student .treatment , usually made with reference 
to a case history. 

General Considerations 

1. Attitudes of Therapists toward Parents 

My impressibh is that the average expectable attitude of university 
student therapists toward parenft would fall on a point ^somewhere on the 
line between: jTarepts are a nuisance to be dealt with and dismissed 

''' r \ _■ ^ _ _ _ ~__ 

as expeditiously as possible," and, "Parents, being the causal agents In the 
student's problem to begin with, are to be excluded at all costs from my 
corrective relatidnshfp with their child," 

Where therapist ariti-parerital bias exists, it needs to be identified 
and at least controlled for, if not resolved. This 4s axiomatic if the ^ 
therapis't is to collaborate with parents successfully, but in a more subtle 
way it is just as true if therapy is to be optimum, even when there Is no 
c6n7act with the parents. Among the many reasons why therapist anti-parental 
bias is unuseful, one is a standout: blood is thicker than therapy. Any 
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therapist whdS(^es seriously with parents for the Jloyalty of a student will* 
in alT probability* find himsel f v/i thdut a patient* regardless of whether 
this is done psychdlbgicail^ per se* or In confrontation 

ihyolvihg the parents directly. Parental cohtrdl d'f students via purse 
strings is the reasph most often cited by therapists and students. Psycho^ 

Ibgjeal reasohs^are more pervasive arid potent,. On the averagei students 

_ _ ________ ___ __ •-^_ _ 

are far more identified with their parents than they are aware of| much 

less admit tct,^ Where loyalty is hot even particularly an issue, overtly 
or covertly derogating parents assaults the student in two ways: 1) some 
aspects of the efraracteristies. being de:rided"^ have usually been incorporated 
by the student, arid 2) the possibility of genetic influerice, including 
psychological characteristics, is ridwadays much itiOre. in the public conscious- 
ness, students ineloded. _ 

A more moderate bias has developed perhaps as therapists become 
aware of the concept of "tha^ ideritified patient,^' Operating in'this 
framework, it will be assumed that the student fs' the identified patient 
and the rest of the family are unidentified patients. This may be so, and 
often enough parents have identified themselves as patients elsewhere, but 
a student's therapist should riot approach the parents as such dir^tly as 

>: __ _ _ ' _•_ 

it is out of coritext and will eril|> serve to distdrt coitimunications and 
alieriate parents. Regardless of what he ha§ heafid about the parents from 
the student, the therap^t's proper approach is one that conveys the expecta- 
tion, that they will be a positive force iri the collaborative effort to 
promtte resoVutiferi of the emotibnafl, problem arid forward progress in the 
stuifent's development. In other words, the therapist keeps to himself his 
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Lsf^eeulatibris about or observations of pojteritial parental pathological ^ 
ihf ItierieeSi arid speaks only to th^'healthy side of th^r egos which he Qah 
assume is bperatirig far the well-being of thfeir child. Few parents are_sd - 
enmeshed in their own prbblems that th^ey cannot respdnd to this approach 
>i.?^-ii With at least an effort. to exert a positive Influence on their child's 

situation. ' \ ' \ 
2. Attitudes of Parents toward Emotionally Disturbed Stoderits, frt^tment, 

- and Therapists * - I * 

Assuming that parents have just been apprised thatitheir chyli is in 
emotional difficulty, the announcement wil J "turn on" virtually/simUl tariebtisly 
all of the following concerns, arid more. This Is the, merital set that the. 
therapist will be dealing with, but perhaps the questions from par,ents will 
come somewhat in the fpllowirig order: - 

1) How serious is it? 

2) What kind of difficulty?"^ • 

^ 3) Is he suiciSal? (Few'^^ill thirik in terms of danger to otheVSt 

and if this is the case, the shbefc will be tremehdous. ) ^ 

4) Need for hospitalization? If sb, hbw Ibrig? 

5) What are the irSnediate implications: Obes th.is mean he will - 
Rave to leave, s&hool : If so, will he ever return? Would 
school have him back? Can't -he be treated and at least 

* 

. _ _^ . ' ' ^ \ . : . 

finish this semester? • " . ' - 

. 6) Future implications: Does this meari ehrbnic mental illfiess? 

- - -. ? 

7). What do we need to do riow: come dbwri^ have Him come lldrne»- 
_ • call often? ' • 
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8) How^do we relate to hlrn now: What have we 'done wrong 
^ (clashes with child orr lack of relationsKipi parental 

fighting* differences in child rearing practices, differences 

in other attitudes)? * _ 

_____ _ _ __.i.... -- 

And immedi2tte background cdncernsi less often directly jfxpressed: 

9) Loss of cdhtrdl/influence over child's situation, 

10) Adaustmepts and disruptidris In parents' plans for semester 
or longer. ] . ' 

11) Expense: Gf treatmeht; df drdppirig dut df schddT if this 
Is the case. 

After being overwhelmed by a telephdrie intrdduction\e-**ftuation 
^ they only half believe exn^ts* mdst parents wilU focus their attention on 

what Is being done how. Nd list can be compiled of erll the predictable 

- • ^ ^ 

fantasies a parent might have abdut treatment of emotional disturbances or 

-about thdse whd dd it. Except inNinstances in which the child or some other 

family member has undergdne^ sustained and. successi'ul treatment, the following 

general attitudes are predictable however: skepticism and misunderstanding 

df what the therapist is relating and a charge of negativity toward the 

bearer of b^d hews, this la^t reactidh is primitive and "unicceptatle" 

as sUch, but is ubiquitdus ahd varies dhly ih degree. Occasionally it is 

aekrjbwledge'^. More bfteh s,ueh persbhalized hegativity toward an unknown 

party is bewildering to the parents and to the therapist if he 1sn*t prepared 

For It. The fbregeihg parental ebheerhs ahd attitudes represent a partial 

list only. . 



•3^/ Attitude of Students Toward Parent-therapist Communications 

^ O^the average, students probably have fewer concerns about seeing 
a therapist or their f>arents know of it than parents have aiSat therapists 
and vice versa. i Witriess the number of students who telT their parents that 
they are being spen. But for some students, it signifies that they "couldn't 
make it on their own** or they think (or know) that their parents wITlfiee 
it as a stigma. Question! of. loyalty also become involved. For the less 
independents it is a question of what family secrets have been shared with 
the therapist and whether the family would see this «s betrayal; for the 
mor^ independents it is a quest;ion of which personal matters shared with 
the therapi^ does the family need to knov) about. ^ Most students* attitudes 
abbut pareht-therapist iflteractions will be" determined by the nature of the 
ihteifectibhs, rather than by any preconceived ideas. w ^ 

4. Cfnf idehtialj ty 

Confidentiality exists to protect the interest of patients and 
penitents. It is not a divirte right of therapists, but is a, use^u^ tool , 
* in treatment. The therapist must know the state law^h priV^ilegeU^ 

cofrtnuhi cations governing his discipline, and policies on same of organizations 
he represents. In the melange of gray areas uncovered by laws and pdlicies. 
good corwnbh sense* good professional judgement, and maintaining the best 
interest bPthe patient will suffice except in prfece^ent setting cases. 
A rigid^proaeh to corif ideiitiaj ity will tend to obstruct therapist-parent 
communications and this is hot good for alliances. For e5<aiiiple,.wlreh a [ 
dall *from a parent starts with* "Have you talked with my son, X?"*' the 
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rispdhse should be in,Sny case, "I can neither affirm nor deny this."- 
Assuming the case in which the therapist has seen the student - and • • 
' VparefTts rarely ask that question wJien the therapist has not - a "Yes" 
- '-response is Sn unnecessary breach of confidentiality and a "No" response 
will almost inevitably be followed^by,detail from the parent which makes 
it plain that only the student could Have divulged the information. 
Being caught barefaced is an inferior way of eemmehci rig constructive 
dialogue If the therapist's non-committal respbrise doesri't bring on - 
parental commentary, the foriSr can follow up with a request for informa*- 
tibri and questions that may be pursued. The parent can give many particulars 
which can infomi* the therapist iboat' both studerit arid family, and the 
therapist cari talk in generalities, in'cldding the need for .proper authoriza- 
tion to communicate and the reasons therefbrei iri such a way as to lay 
/ the foundatiln for further commiinieatiori. Parentsjre usually calling 
When the s4dent is in crisis, in mariy cases oTwhic??^ the therapist would 
have been calling the parents in a matter of days.' and. in some-'-bf those 
cases without authorization. ; , ^ 

, 5. Parental Control 

* Parental coTTtro] is a major issue beirig.contfriuously addressed 
cbv^rtly or overt'ly "ir? thG-communi cations arid .riegbtiat\ons. between therapists 
' and parents. It requires a full scale evaluation and many hoars of therijSy 

over time durinj which the control issQe Is made overt and its ramifications- 
.*are reviewed in various contexts in#der tb dear wlth .this one matter 
|l£equately.* Such a^ndertaking. requires the consent, cooperation, and 
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partictpation of the parties, in this case t pare|nts. University students' 
,therai5ists are rarely involved with parents ih^this manner, and in the 
brief and sporadic encounters that they usual Ij^ do have, theraplstsV 
management of control ifSies is one of the major determinants 1" whether 
or not a productive alliance with-Athe parents will occur. During inittal 
encounters the therapist must hot threaten or challenge the parents' 
sense of control over their child (from their standpoint trie student has 

- usually ddrie more than enough of this already)* but rather seek ways to 
reinforce their sense of control over their own feel rngs "and 'behavior. 
Effecting thfis subtle shift of focus may" be a difficult marjeuver. Some- 

^ times the therapist can promote, the alliatice by pointing out the limitations 
of his own role and armamentarium, and, while avoiding conj/eyirig a sense 



of anyone Is powerlessness) suggest the importance of finding ways in whi^ch 
everyone can pull in t» same dirgjLtion. 

* . Example 'Si tuatfons . 

, • , ' ■ / - ' ■ 

Crisis. Announcing and Discussing. Hospitalizations / 

> ' _ f' _ - ' 

Parents should be involved in the decision ^to Rospltalize sing^ 
students whenever this is possible. Often it is not, so we will a^|;ume : 
that the'student has been hospitalized and the therapist is his primary 
physician in tfie liospiltal . Some issues are similar if the parefiis are ' 
being brought into the decision to hospitalize or 1f» the therapist has 
been involved in the hospitalization, turns *th^ student pver*.to a physician^ 
arid is speafeifig with the parents later. # 



n 



• 1) Purpose of the first contact. 

' Therapists become accustomed quickly to severely out bf^ 
control students. Parents usually are not and theJropact b^^ latter 
of their child being hospitalized cannot be overe|:timated. The first call 
has the dual purpose of imparting infof^ation and assisting parents in 
keeping their anxiety within controllable limits. To the extent to which 
it can be achieved^ the latter involves helping the ^rents focus on what 
jthey are going, to do and this is accomplished %y -giving them what basic 
informatibn is available from which to plan a course 6f actij^h, Jheluding 
what ns already being done/ The best single measure of^ a future successful 
cbllabbratibn with parents is their ability to cope with uncertainty, as 
measured by relatively low levels of demand for more ihforma>tieh and , 
explanation than is possible in a new and evolving situation^ 

■_ J\_ : 

^ 2) When and whom to contact^: 

It. is preferable to have the student's cbbperation before 
making the first contact. Many students "don't want their parents to . 
know" arid refuse to give permission, whicfr is unrealistic except ih the 
few cases Where it is known that the stSdent is totally but of contact 

^ * _ ______ 

with parents anyway. Twelve hours is about 'the praetieal limit pf non^f, 
hotifieatibn beyond i^hich the probabilities begin to rise steeply that 
further delay will constitute an unproductive obstruction of the parents' 
heed to do their parenting and hinder the formation of a ebhstructive 
parent-therapist^alliance. In the course bf this time period, howeVer. 
a humber bf students whp ii^itially refused to give permission will 
acquiesce. Some students wish to make the fjrst call home themselyes, 
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and this is usually appropriate for those who need that type of control. 

Such cdlfs should be folVowed at once by one from the physician. It is 

preferable when both parents can be reached simultaneously, but the more 

usual course of events - which the therapist should foresee and plan' for - 

is that brie parerit is reached duririg the day arid the other or bjpth will want 

cbrilact in the eyeriirig, Qccasionally a student will make a sharp distiriCtidri 

as to parerit of choice to be contacted.. 

3) Iriitial exchariges. 

The sequerice is usually as follows: aririburicement of the v 

hbspitalizatibri and irnnediate circumstances surrburidirig it; comprehension- 

seekirig response by par^t, more or less sturiried* further elaboration of 

circamstances by therapist; veritilatibri of cbricerris by parent intermixed 

with respbrises to these by therapist; turri of focus to sequence of 

•_ _ i 

immediate actibris parerit will take. . / 

After ideritifying himself fullyi arid then the parent, the therapist 

aririburices the hbspitalizatibri arid its Ibcatidri arid then quickly comments 

on the physical status of the studerit. a) Iri the event of physical harm 

or danger, such as after a suicide attempt, this fact must be disclosed 

along with the student's current ebriditibri arid the measures being taken 

,io improve it. ftt this juncture, details bf hbw tb get to the hospital 

(and the Intensive eare Unit if the studerit is being treated there) and 

what doctor td contact w^Tl be more impbrtarit tb the parents than background^ 

details as to what brought abbut the attempt. b) In the more usual case? 

after the therapist makes clear the absence bf physical danger, he Introduces 
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the rationale for hospital ization in general terms with such phrases as 
"sufficiently emotionally disturbed," and the "need to be where he can 
settle down while we are evaluating him further." By this time the 

mm ' ■ ■ 

parent is usually asking questions to which the therapist responds during 

■ _ _ _ _ _ _ ' _ _ . . _ . . . _ _ _ . ^ . . 

which he asks about the parents^ awareness of any upset in their chf4d. ^-^^ 

if they have been aware ^ as is more usual* then the hospitalization can 

frequently be made more cbmprehehsible to them by connecting what the therapist 



knows about the sequence of events with what they know. The stui4ent's 
current status and mahagemerit are also more cdmprehensible when fitte^ 
into this framework* 

If the parents have hot been aware of any disturbance, then the ^ 
therapist has the more difficult task of making cdmprehensible both the 
issue of eiri^ional disturbance and the necessity for hospitalization. 
The situation is made even more difficult since the therapist is always 
trying to avoid transmitting embarrassing content not already known to 



the parents. Under these cdhditidns the therapist can be concrete about 
and emphasize the overt syitiptdms and behaviors which led to the hospitaliza- 
tion and can properly defer an explanation of why the situation arose 
until later when mdre infdrmatidn is available. The intensity of the 
situation will lead td an increased tendency on the part of the therapist 
to try to reduce parental anxietfy^-by^^ving more and more detail and 
explanation about the student's past and present state of mind. Such 
informatiGri usually just leads to more parental speculation, questions^ 
and anxiety. Unless the student's life is in serious danger at this point 
or there is a threat of brain damage, a more reassuring therapeutic posture 
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is to suggest that the student Himself will probably be able to throw 
more light bri the situation in due course. 

The therapist would like to b^ able to describe a situation serious 
enough to require hospi tal izatibn jwi thbut being alarming. This is 
impbssiblei of cburse: Tb attempt" to mitigate the alarm, the therapist 
tries tb cbnvey the perspective that the situation is serious but manageable 
and that its critical aspects are time-limited. If suicidal ideation 
is a major feature br the primary reasbfi for the hospitalization, this 
must be addressed in the initial contact. Parents need time to process 
this information, it will come out sooner or later, and "shielding" them 
will only imply that-they are not thought capable of dealifig with it, an 
implication that will undermine their self-confidence. If suicidal ideation 
has occurred but is a secondary feature in the disturbance, mention of 
it can be deferred, unless the parent inquires directly. The therapist's 
hope is that. the student will be able to incorporate this piece of content 
in context as he talks over his cbriditibh with his parents later, 
4) Special Issues. 

a) "Who made the decision to hospitalize?" The heed for 
hbspital izatibh is a medical judgement, of cburse, but the act is a decisibn 
in which the student does not participate if he is cbrmiitted, dbes partici- 
pate if he is nbt. In the fbrmer ease the eircumstarices should be bver- 
whelming enough tb help* convince the parents that the proper thing has 
been dbhe. In the latter: case, after buttoning the reasons bri which the 
medical jadgemerit was based, it is impbrtarit to intrbduce iritb the acceurit 
the student's participation iri the decision. This cari iriclude comments bri 

15 
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the student's good sense in seeking help* evaluating his own situation, 

and accepting medical bplhlbri. This will help to alleviate parental 

anxiety that something has ISeen dbne tb the+r child or that he has lost 

hts mind. It will usually help the credibility (in the eyes of the 

parents) of both the therapist and student if they are seen as having 

callaboratdd in the hospitalization. , Parental ahxiefty is bfteh further 

reduced when the reversible nature of the procedjire i'^s pb In ted but with 

the reassurance that the vast majbrity bf stich Hbspi tal izatibps are 

relatively brief. At this point it can usually alsb be pbihted out that 

when the parents have had time to taU with their child and acquire further 

information, they will most certainty be participating in the decision to 

discharge. .1 

- - - - ^ - 
b) We want a secbnd bpinibri'* - about either the neeH for 

hospitalization or the treatment. During initial cbnimunications, this 

r ep r esents > mosH y^ pa r ent f^ l^ roping for cohtrol ove r thp situation rather 

than an attack on the unknown physician ( vide the ubiquitous negative 

reaction, however). The best response tb this request or demand is an 

immediate agreement follbwed by ah attempt tb make some sort of personal 

connection between the parents and a local psychiatrist. Even a circuitous 

connection helps. For example, their family doctbr is acquainted with 

a physician in the vicinity of the university and the latter recormiends a 

^ - ______ 

psychiaitrist. Suggesting the search usually enhances the therapist s 

standing with the parents; and if a physician is found with whbm they feel 

some connection, their anxiety will be reduced. 

) 
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■ ■ A. " ■ . ■ : 

c) "Was he dsirig drugs?" Whether he hal received general 

authorization from the student to speak with the parents or hoti th^s is 

> - — - -__ _ ' 

one question, the response to which/ the therapist will want to have - 

discussed in advance with the student, if at aTl possible. The therapist 

^ __ - __ - _ ' - - -_ ^ _ 

is in the best position if *the student give^ Him a "free Hand as a* number 

_ _ • _ _ _ 

Of factors Bre at issue. Parer>ts in general are properly aware t^at a 
substantia! amount of exp'erimentation with drugs (alcohdl included) takes 
place on campuses, and they are more aware than are ^heir children of the 
general level of association between drug ti^e and emotional and behavioral 
disorders, so jEhe question is a nattiral phe. If it can be answered with 

I 

a flat "No," a great deal of inappropriately based anxiety can be got out 
of the way (although th^y may plater on wish the hospitalization had resulted 
from a state of temporary intoxication) • If ^e answer is "Yes," meaning 
acute toxicity, the usually brief nature of the immediate state can be 

pointed out. Chroni c drug abuse will always be a factor in management 

and planning for the student, even tf it is hot the primary cause of 
Hospitalization, so it might as well be addressed and put into^context when 
the question is asked. When drug use or abuse has occurred, parents almost 
always find out about it, usually from their child and soon. Better that 
they should receive accuVate information in a balanced dis*:ussidn from the 
therapist, for if the latter withholds, the damage is immense to his 
credibility and that of future therapists. If the student tells the therapist r 
not to duscuss drug use, the best that the therapist. can do is to refer the 
parents to the student for commeht. ; Even under th^ stress of .their child's 



being hospitalized, most parents are able, without 



excessive anxiety, to 
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defer discussion of many content areas other than drags until they can 

talk with their child directly. 

d) ''What is the diagnosis?'' At the ttSe of initial communica- 

tions, the diagnosis has often not been firmly fixed, but In any event 

the\ ^eraplst must first find out what the parents mean by the question. - 
. .'A ■ _ ' . ^ _ 

If the question is fundamental and means "Do you have a gu.1depost to^ 

treatme^t?'*^'^the'^re'spdnse can almost always be affirmative* even if it Is • 

most pretimjnary* and it can be dealt with In symptomatic rather than' 

diagrjosticV terms. If the parents mean a fpjial diagnosis in technical terms 

with progno,^'c import, the therapist will not Jbe able to give this at this 

juncture, butXhe needs'to pursue the Implications of the question in 

^ terms' of the anxieties it represents, which may be based on a great deal 

of relevant obseryation of the student, family history, or even prior 

evaluation^ 

Non-Crisis . 



Contacts are less frequent With; parents 6f-st^^ who are ndt In 
Tnedical and/or academic crisis. They occur«aRider conditions of less stress 
for all and so tend to be less problematic, but not necessarily sb.^ 
1. Arranging for treatment. 

Occasionally a parent will contact^ the therapist an d/or — 

'( _ _ _ _ ___ .__ 

'bring the student to get the latter establ ished In treatment, often as 

follow up to treatment in or put of a hospital. This can be a good occasion 

» ^ g — _ 

for' the therapist to establish a relationship with the parents at well as 

getting a history from them during which their relatlohsKip w1tf| Wielr 

child can be explored. Also, the therapist can find out about their 
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expectaticjris of treatmerit and try to rectify misebrieeptidris they may have 

abbtit what treatjnerit eari do ahd/br what the therapist expects to doing 

' - 

in tr^traeht, ebrrinents sach as " we only want the best" ihd "we have 

heard such gbbd things about yoa" call for a particularly vigorous^isciission 

bf parental expectatibris abbot treatment; Parental expectations as to 

fatare cormiahications shbald be istablished and it is well to have from ^ 

the stadeht full aathbrizatibn for communications in advance 'in a situation 

that has a higher that) average probabil i ty of proceeding to crisis. Finally, 

financial responsibility '^nd limitations can be estabi ished. ^ When parents 

are maRing arrahgernehts for a student's treatment, they often have definite 

bpiriibris abbut which discipline th^y'waht. The student* s feelings should - 

be sought, bf cburse, but if there is no manifest conflict, the parent's , 

wishesishould be acceded tb without Ttirther comment, and an offer made to 

help them find a therapist bf their preferred persuasion if jthey are hot 

already talking tb bhi. The aim is tb prbmbte the-parehts* support of 

treatment and this is nb^t best done at this pblht by cha,ll,fn|^4H^ 

choice or educating them as tb differences ^ambhg the disciplines. If a 

preferred disciplioe is simply inaccessible, all one can db is review the 

available resources. If the parents ask the therapist's bpi^^hibn abbdt 

J 



irt hdit discipline or the r apeutic p e r suasion would be a p p ro p r iate t o the 



sitUatidh^ then the therapist is invited into the role of educator and^ 
should speak freely* while acknowTedging his bias and hisv prel iminary and 
limited knowledge of the student's clinical status. The therapist can 
offer a brief descripjtibh of his treStmeff^^^^ and a modest ' . 

bpinibri of his judgement ai to when and when hot to use his various tools. 
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If, after discussion* thej)arehts or the studervt seem be uneasy about 

the therapist's approach, the therapist can best serve by participating 

_ - _ _ _ _ > _ _ _ * 

in the search for a clos.er match with parental or student wishes. 

Once they have settled upon a given therapist to tre^t their child, 

parents will sometimes say* "We ^are putting you in charge." this is often 

said by parents who live far away or whose own activities make them ^ 

literally unavailable for periods uDf tjme* biit the therapist needs to 

check but in some detail just what he is being put in charge of. The 

aim is to limit his charge to therapy and to el imiriate-^ther responsibilities, 

but even this can be deceptive, because there is no way to define precisely 

the role of the therapist. What the therapist needs to achieve, most 

basically, is the position in which it is agreed that it will be left 

to his judgement as to what to conmunicate to the parents and when to 

communicate it. The therapist should understand that they don't mean 

"everything," and provide them ijith some ready examples that will at least 

give them pause for reflection, such as hospitatizatiori. This is the 

decision in which the therapist will be most jinfluential . Do the parents 

want to know absolutely irTadvanee of the fact? Jihat abbtit a/i emergency? 

Then the therapist must give^-4hem some of his criteria for an emergency. 

What about dropping o ut of school ^or a medical leav e of absence? When 

; M — ^ '■ 1- 

do they want to be brought into this - as soon as it is brought up in 
therapy, before any final decision is made, afterwards? What about changes 
in career' direction or major? When do tf\^ want to be brought into these 
decisions? What about major life incidents, hot hecess^arily affecting 
adpiini strati ve status, such as being raped or shot at? When dd they want 
to know about such, if e^erl 
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The respohses to these situations will not^provide for all* 
cdntingehtieSi but they should help to give everyone a better understanding 
of l^dw much the parents are willing to rely on the judgement of the child* 
how^much on the therapis't* -and at^what point they are going to want to 
be brought in on any decision making. responses will give a baseline 
) to which' the therapist can refer in deciding when he is expected to 

conftiu^icate with the parents. There are titties when it may be useful to 

get a signed agreement in writing. ' ^ 

, i - - ' - •- ' ■ 

. ^ 2. Entering a treatment in progress. 

- Srice a student Has been in treatmerit with a therapist^ 

parental attempts to involve themselves in the treatment are usually much 

more problematic for both student arid therapist. However a contact 

initiated by a parent at that point may be to let the therapist Rribw 

that the parents are supportive of treatment, to provide information^ 

to ask the therapist if he wants Irifdrmatibri, or to 4et the therapist 

know of their availability if needed. ^ 

If the parents want ihfbrrriatidn abdUt the stud#nt or about the 

treatment, the situation becomes mdre prdbTematic and the first step is 

to secure from the student ah authdrlzatidn fdr communicatipn. At this 

time> the therapist can learn from the stUideiit the latter's yiew of why 

the parents are beedmirig involved at this time and hdw the student feels 

about it. 

Assuming that authdrizatidii is granted* the therapist can then 
take up with the parents their questions abdUt their child's condittdrv^^^^. 
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the need for treatment, what treatment is being given^ and other issues 

of their_ concern (see General Considerations) . 

if the therapist is contacted directly by the parents or if the \ 

■ . J x 

desire for stich contact is communicated throagh the student and the 

', ^ - - -■- ■ - 

student does not grant Authorization (and the tfief-apist should give the ' 

reasdns'fdr this denial a very thorough review) the therapist should 

send the parents a letter stating simply that he has ho authbrizatidn to 

contnunicate with them. He will do well to include in the letter an expression 

©f his desire in general to conmunTcat^ with parents but explainft^ that 

there are times in students' lives, usually of relatively short duration, 

when they want to exclude parents from their problem solving efforts. 

. . •.. . : ; ■ ■ 

, Conclusion 

In order to Collaborate with parents properly the need for a great 
amount of time should be clear by now. If the mental set of the therapist . 
is that parents are at best a distraction, little time will be given them 
and that, grudgingly. The tension thus generated will undermine treat- 
ment of the student. ' 



7 . 

Whether the encounter with parents t-s unscheduled d ue to crisis, as 



m 



in the majority* or scheduled at the convenience of the therapist, the 
latter heeds to make time available. Experience will show that it takes 
more time than therapists expect,- for example, thirty minutes for a "5 

inut^' phone call, three hours for a one hour office session. (These 
requirements become reduced, of course, with repeated |dntacts overman 



^2 



extended period with the same parents.) A "plenty of time" approach 
relieves both therapist arid parents of much pressure immediately and . 
allows them to arrive in relative!^ orderly fashion at the conclusion 
that not all the problems at issue c^n be resolved at price but that 
they have had a thorough review, that pl aris are iri place * arid ^at 
therapist arid parents have established seme coinrribri vocabulary for use 
in future cormiarii cat! oris. 
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Table 3 Change Variables: Increment in kilaihed Variari« (R^) of Needs at Time 2^^^ 



Poor 'Health (PH) Good Health JGH) High Stress (HS) Low Stress (LS) 
; N=43 N^90ii' [ N=33 N-lOO 



(Time Ij • . ■ . .17^^^ .01 ' ' .22^^! r ■ t. .01 



Interactional ; 

Data Set ' . ^ ... „ ^ 

(Time 2 minus Time 1) ,08 .20 ^' .21 .15^*^ 

t 

Structural ' • 

Data Set ' " 

(Time 2 minus Time 1) .11 .03 .10 ' .02 



Total Variance ^ 
Explained by 

Network Change '/k\ 

Set / :^^.19 ' ^ ^^l :' ; -^ ".31 .17^"^ 



V - .1 



(a) Hierarchical regression analysis 

(l))PX.05 

(c) ?'< .01 : 
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